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, complaining of passage of blood per rectum for eighteen months associated with increasing constipation in the last six months. During this time he had complained of a" pain in the abdomen of a colicky type and had lost 3 st. in weight in the last three months.
On examination.-General condition fair. Teeth dirty. Abdomen: mass palpable in the region of the hepatic flexure. Per rectum 8 to 10 cm. from the anal orifice there was a hard craggy ulcer.
Treatment.-18.12.48: Full dental extraction and a biopsy of the rectal tumour which showed an adenocarcinoma. 7.1.49: Laparotomy-in addition to the carcinoma of the rectum a large carcinoma of the hepatic flexure was found ( Fig. 1) .
In view of the fact that a right hemicolectomy and an abdomino-perineal excision would probably have left the patient with a very wet, uncontrollable colostomy it was decided to perform a reconstructive abdomino-perineal excision in addition to the hemicolectomy.
These procedures were carried out in one operation (Figs. 2 and 3) the proximal end of the distal half of the transverse colon being brought to the surface as a colostomy. The patient was returned to the ward in good condition. Post-operative progress.-Four days after the operation liquid fxeces leaked from the perineal wound in great quantity. Exploration of the perineal wound showed that about 6 in. of the colon anastomosed to the anal canal had sloughed. The patient's condition in the next few days began to deteriorate. It was decided that an attempt should be made to anastomose the small intestine to the anal canal, as likely to give the patient the best chance of survival.
On 25.2.49 this procedure was caffied out. The abdomen was reopened and the small intestine divided close to its anastomosis with the transverse colon. The distal end of the small intestine was closed.
An incision was made in the pelvic peritoneum and the end of the small intestine pushed. through this hole. The anal canal was then swabbed out by an assistant and with intestinal forceps passed through the canal, the free end of the small intestine wvas grasped and brought out to the surface. It was sutured to the peri-anal skin. The abdomen was then closed (Fig. 4) .
Post-operative progress.-Recovery from the operation was uneventful.-On discharge from hospital the patient was continent and remains so. He has his bowels open five to six times a day.
